My remarks will deal with the treatment of ulcerative colitis and bacillary dysentery by anti-dysenteric serum.
The first description of the sporadic ulcerative colitis occurring in England was published in 1875 by Sir Samuel Wilks, who pointed out that it was anatomically indistinguishable from dysentery. Saundby, in 1906, and Hawkins, in 1909, came to the same conclusion as a result of clinical and pathological investigations, but without using the sigmoidoscope. In a report on an epidemic of "idiopathic ulcerative colitis," which resulted in 118 deaths in the Lancaster County Asylum in 1898, Gemmel expressed his belief that this condition, which had always been well known in asylums, was really dysentery. Vedder and Duval, working under Flexner in 1902, proved that epidemics of dysentery occurring in institutions in America were caused by the Bacillus dysenteria, and two years later Eyre showed that asylum dysentery in England was also caused by this organism. All attempts, however, to isolate the bacillus from sporadic cases have failed, though in -a small number the blood has strongly agglutinated Flexner's bacillus. A diagnosis of ulcerative colitis can only be made with the sigmoidoscope. It is first necessary to exclude a growth beyond the reach of the finger. It is then neceesary to decide what form of colitis is present, to ascertain the severity of the condition, and to exclude the possibility of amcebic dysentery, even if the examination of the stools has proved negative, for I have seen a few cases in which this infection developed in patients who had not been out -of England. An anesthetic is very rarely required, as the passage of the -instrument does not cause pain unless the anal canal is inflamed; in such cases a cocaine sempule should be introduced a quarter of an hour before. If the sigmoidoscope is carefully introduced under visual guidance without inflation and only as far as it goes ,without difficulty, there is no danger, the few cases in which perforation has occurred having all apparently been due to its blind passage. In ulcerative colitis the mucous membrane is bright red and thick, -the swelling being particularly obvious in the normally thin Houston's folds. It bleeds very readily when touched, and its surface is covered with blood-*stained, purulent mucus. Superficial ulcers are invariably present, but in early cases they may be so small that they are difficult to recognize. More frequently they are of larger size and are sometimes so extensive that only small islets of mucous membrane are left, which may feel like small flat polypi on rectal examination, the floor of the ulcers being mistaken for the surface of the mucous membrane. The ulcers are always superficial, with irregular edges, and the thick mucous membrane is not undermined. The floor of the ulcers appears greyish-yellow when the blood and mucus are wiped from their surface.
In some cases the sigmoidoscope shows that the rectum or the rectum and lower part of the pelvic colon are alone inflamed, as normal mucous membrane is found higher up, but it is doubtful whether the proximal part of the colon is ever involved without the pelvic colon and rectum.
I have often watched with the sigmoidoscope the process of healing. When healing occurs new mucous membrane forms; owing to the superficial nature of the ulcers very little scarring occurs and strictures never develop. When the sigmoidoscope is passed after complete recovery from ulcerative colitis or bacillary dysentery, nothing more is seen than some very slightly puckered areas in the mucous membrane, which may be a little paler and smoother than normal. During the war I had several opportunities of examining the colon with the sigmoidoscope in cases of acute dysentery, and since then I have examined a considerable number of chronic cases in the same way. The differences between the appearance of the mucous membrane in amoebic and bacillary dysentery are so marked that a diagnosis can be made with the sigmoidoscope of one from the other with a considerable degree of certainty. I was much struck from the first, however, with the fact that the appearance of the mucous membrane in bacillary dysentery is indistinguishable in life, as Wilks had observed post-mortem, from that of the sporadic ulcerative colitis which occurs in England. On the other hand, in amcebic dysentery small, round, red elevations are seen on the otherwise normal-looking mucous membrane, corresponding to the collection of broken-down material in the submucous tissue caused by the invasion of the Entamceba histolytica. In the centre of each elevation there is a depressed yellowish ulcer, caused by the rupture of the submucous abscess through the mucous membrane.
In view of the very favourable effects I had obtained in chronic as well as acute bacillary dysentery by the intravenous injection of large doses of the polyvalent anti-dysenteric serum of the Lister Institute, I decided to try the effect of the same treatment in ordinary ulcerative colitis. The results have been remarkably favourable. They are not, I believe, due simply to the use of horse serum, but are definitely specific. In a severe case under my care I tried the effect of large doses of ordinary horse serum; no improvement resulted, but the administration of anti-dysenteric serum after a week's interval had the usual rapidly favourable result. I generally begin with an injection of 40 c.c. intravenously; this is followed on consecutive days by injections of 60, 80 and 100 c.c. The four injections are often sufficient, but it may be necessary to repeat the maximum dose two or three times. A considerable reaction often occurs; the patient's temperature rises and a profuse erythematous rash appears. The joints may become swollen and painful. But these symptoms generally only last a few hours, and never longer than a few days. I think they are less likely to occur if 15 gr. of calcium lactate are given three times a day the day before and during the days of treatment. No anaphylactic symptoms have been observed, even in patients who had previously had serum, but care was always taken to desensitize the latter by very small preliminary injections, and the same precautions would be necessary in any patient who was subject to asthma.
I have employed this treatment in about ten cases. Very rapid improvement has always taken place, though in one case in which appendicostomy had been performed some months earlier, it was incomplete. A secondary streptococcal infection had apparently become grafted upon the original dysenteric infection, as complete recovery only took place after the removal of the teeth, which was followed by a temporary severe local reaction. An attempt to treat this patient with a vaccine prepared from streptococci isolated from the stools had to be given up owing to the violent reaction which followed the injection of only a quarter of a million bacteria. My colleagues, Dr. John Fawcett and Dr. J. A. Ryle,' obtained an equally satisfactory result in one case under their care. The treatment failed in two others, but in both of these they recognized the ulcerative colitis as being of a hypertrophic character quite different from the ordinary type, so that in all probability it was caused by a different infection. One of these cases died shortly afterwards from perforation, which rarely, if ever, occurs in the usual form of ulcerative colitis, and in the other an appendicostomy, which was subsequently performed, led to no further improvement. Dr. B. E. Jerwood 1 had also reported a case in which the patient was " incontinent, very weak, wasted, and quite determined to die," and in which rapid recovery followed treatment with antidysenteric serum. In most cases the improvement was as rapid as that of amcebic dysentery with emetin and epidemic bacillary dysentery with intravenous anti-dysenteric serum. In my first case the patient was so ill when I first saw him that I advised an immediate appendicostomy. In spite of this the patient went steadily down hill, and a fortnight later, when the first injection was given, his condition appeared to be almost hopeless. But in three days the blood had disappeared from the stools, in five the sigmoidoscope showed that the mucous membrane was entirely free from ulcers, though still a little red, and in ten days the stools were normal and the mucous membrane was perfectly healthy, though the ulceration before the first injection was most extensive. I discussed the details of treatment by rest, diet, albargin injections, and charcoal, in the Guy's Hospital Reports for January, 1921, when I first described the results obtained with anti-dysenteric serum. They were of great importance before the introduction of the serum treatment, but recovery rarely took place in less than six months, and a year was often required. Until three years ago I was therefore inclined to advise appendicostomy as an additional measure in all cases of any severity. But since I have been using large intravenous doses of serum I have not found it necessary to advise appendicostomy in a single case, and I have only occasionally had recourse to albargin injections. I realize, however, that there must be cases, such as the two under the care of Dr. Fawcett and Dr. Ryle, already mentioned, in which the pathology is different and in which serum will be useless. In these the other methods of medical treatment, and appendicostomy, will be required, but the possibility of amcebic dysentery, even in patients who have never been abroad, and even if the pathologist has failed to discover amcebai or their cysts, should always be remembered, as such cases recover very rapidly with emetin injections.
No case can be regarded as cured until the sigmoidoscope shows that the mucous membrane is perfectly healthy. It is then necessary to keep the stools soft by the use of paraffin or saline aperients for several weeks until the newly formed mucous membrane has overcome its original vulnerability to mechanical irritation. I conclude with a plea for the more extensive use of the sigmoidoscope. It should no longer be regarded as an instrument for the proctologist or surgeon alone; it should be used by every phvsician, and to treat a case as colitis without first visually examining the rectum and pelvic colon should be regarded as equally as absurd as the treatment of a case of tonsillitis without first looking at the tonsils.
